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What I have to say regarding the appearance of spon¬ 

taneous gangrene of wide .extent within the abdominal cavity, 

and involving especially the hollow viscera, may perhaps be 

illustrated by a brief report of two exceedingly instructive 
cases. 

In April of 1902 I went to Ithaca for the purpose of keeping 
an operative engagement, the patient being ready in the hospital 
at the time. Immediately on my arrival, I was asked by Dr. 
Meany to see with him a patient who had been brought in early 
the same morning. He proved to be a mail-carrier, of about 
forty-five years, without antecedent history, who had worked 
until the afternoon of the previous day, and had then been taken 
suddenly sick with severe abdominal pain, so that he had to 
abandon his work. I mention his occupation to indicate that he 
had been apparently in excellent health up to the moment of his 
seizure. When brought to the hospital, some three hours before 
I saw him, he was almost collapsed, with a rigid abdomen, very 
much distended, vomiting frequently a material which was almost 
faecal, and which had a codce-ground appearance; his pain, 
which had been agonizing, had subsided. Physical examination 
revealed nothing except metcorism. Abdominal section was ad¬ 
vised, and performed some three hours later. 

While taking the ether his heart apparently stopped, and he 
was revived with difficulty, and apparently only by means of 
intravenous saline infusion. Incision in the middle line gave 

1 Read at Boston, January 20, 1904, before the Middlesex South District 
Medical Society. 
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escape to a quantity of most offensive blood-stained serous fluid, 

after which lie again collapsed and almost died upon the table. 

I was able to explore sufficiently, however, to determine that the 

entire small intestine from stomach to exeunt was gangrenous, 

and in places almost ready to slough; that the large intestine 

seemed involved in the same process, but to perhaps less extent; 

that every portion of the peritoneal cavity was infected, and that 

the parietal peritoneum seemed almost as much involved as the 

visceral layer. The interior of the abdomen presented a perfectly 

cadaveric appearance, while the odor was even more offensive. 

The abdomen was closed, and the patient removed alive from 

the table, hut died two or three hours later. 

Another case of same general character was that of a young 

married woman, thirty-three years of age, who late in the after¬ 

noon of November 29, 1902, was taken acutely sick with pain in 

the upper part of the abdomen and with vomiting; the pain was 

excruciating, and with difficulty relieved by morphine; the vomit¬ 

ing continued. The following day she was sent to the Memorial 

Hospital, Niagara Falls, New York, where I saw her, with Drs. 

Campbell and Chapin, early in the evening. At this time, less 

than thirty hours after the onset of the trouble, she was exquisitely 

tender, vomiting greenish mucus with a distinct faecal odor. The 

abdomen was very much distended, and there had been no pass¬ 

age of faeces nor even of gas ; the abdominal muscles were rigid; 

her pulse was rapid, her pain had subsided, her tongue was not 

furred, and she was able not only to chat, but to be humorous in 

her remarks. 

As the case had been described to me over the telephone, I 

was quite ready to find it to be one of acute pancreatitis, but after 

examination I abandoned this idea. 

The operation was performed at the Memorial Hospital the 

same evening. Incision was made in the middle line below the 

umbilicus; the outer tissues were already ccdcmatous and the 

subpcritoncal fat was necrotic; the peritoneum was black. On 

opening it foul-smelling fluid escaped; on lifting up the omentum 

every loop of intestine that could be exposed or brought into view 

was gangrenous, and appeared almost ready to tear; the poste¬ 

rior surface of the omentum was almost black and gangrenous. 

Everywhere, so far as I could explore, the same condition ob- 
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tained, and the large intestine seemed involved as well as the 

small. 

This patient surprised me in that she lived longer than I 

would have supposed possible. For about forty-eight hours she 

was comfortable, chatted, and seemed to feel quite encouraged; 

then she was seized again with intense pain, which did not yield 

to morphine, and which could only be allayed by inhalations of 

chloroform. She died some nine hours later. 

In neither of these cases was autopsy allowed; the nature 

of the lesion must then be, to some theoretical extent, con¬ 

jectural. It will readily be understood how difficult it would 

have been in either of them to arrive at a perfect solution of 

the problem, owing to the fact that the parts involved were 

already in a putrefactive condition some time before the death 

of the individuals. 

The two cases which I have briefly rehearsed are perhaps 

the most pronounced of their type of any that I have encoun¬ 

tered in literature, and deserve to be put on record. They may 

serve also as a general introduction to the subject, which prob¬ 

ably has not yet been exhausted. (Vide also Elliot, Annals 

of Surgery, January, 1895.) 

Mesenteric occlusion was first described by Virchow in 

1859, and by Kiissmaul and Gerhardt in 1863. Occurring in 

the mesenteric circulation, the condition is harder to explain 

than in many other places. It must, however, be remembered 

that while the veins of the mesentery have no valves, the 

arteries like those in the brain are terminal, and collateral cir¬ 

culation is therefore not prompt nor complete. After tying 

the superior mesenteric artery the blood supply of the intestine 

is at once shut off. Faber believes that the very weight of the 

blood contained in the portal circulation may so obstruct the 

arterial supply as to lead to the formation of infarcts. Bier 

maintains that after obstruction a collateral circulation is not 

re-established because the intestine lacks that “ Blutgcfuhl” 

upon which he lays so much stress, and because it seems to be 

under no complete vascular control. 
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The influence of the hemorrhagic diathesis and the asso¬ 

ciation of hemorrhages in other parts of the body, especially 

in the submucous tissues, have been noticed in not a few cases. 

This has been considered to be an expression of a toxemic 

condition, due perhaps to a lack of hydrochloric acid in the 

stomach, although it may include any one of the various toxines 

in the blood. Whether the first change which leads up to this 

result occurs in the blood or in the blood-vessels is still an open 

question. It will be remembered that Henoch described a form 

of purpura characterized by haemorrhages into the joints as 

well as by bloody vomit and stools. It is of interest to note 

here, also, that one of the explanations given to purpura is 

that it is due to multiple emboli in the small vessels of the skin. 

According to Gallavardin, the most frequent cause of 

mesenteric embolism is mitral stenosis; the next most frequent 

cause is probably arterial sclerosis. Falk collected seventeen 

cases of embolism of the intestinal arteries; in every one of 

these there was evidence of embolic disturbance elsewhere, 

which constitutes an important point in diagnosis. The pos¬ 

sible simultaneous occurrence of embolism and thrombosis 

should not be overlooked. Sprengel has described a form 

of dry anaanic gangrene of the intestine, which, however, 

appears to involve relatively small areas instead of producing 

extensive destruction. 

Thrombosis is nearly always an extension of a primary 

lesion beginning in the veins of the pelvis, kidney, or intestine. 

It is common after acute appendicitis, acute metrophlebitis, 

pyelophlebitis, intestinal ulceration, etc. Curiously, it is rare 

after that most extensive form of the latter with which we 

have to deal in typhoid fever. The veins are often affected in 

these cases, but much more often those of the lower extremities 

than those of the intestine. And here, by the way, I might add, 

we notice peculiarities varying apparently with different years; 

for instance, during the past summer and fall I saw more cases 

of crural phlebitis than in many previous years together. In 

the thrombosis which follows infection of the haeniorrhoidal 
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veins the type of the disease is usually pyamiic, and the most 

prominent lesions are in or around the liver. 

In the mesenteric veins there occurs a form of endophle- 

bitis corresponding very closely to the endarteritis which pro¬ 

duces arteriosclerosis, and which is scarcely ever met with 

elsewhere in the body. Nowhere else, save in the brain, are 

we likely to meet with multiple aneurisms and the trouble 

which they may set up. 

Presumably the trouble occurs in the arteries more often 

than in the veins, and consequently an arterial lesion may 

appear as (a) infarct, (b) gangrene, (c) abscess. 

Here, too, embolism may have different results than those 

which follow it elsewhere about the body; for example, in the 

brain it usually produces necrosis, as it does also in the extremi¬ 

ties; whereas in the lungs it produces infarct; the result de¬ 

pending largely on the size of the vessels, the richness of the 

anastomosis, and the blood-pressure. In the mesentery so 

many factors figure that there must necessarily be many dis¬ 

crepancies between theory and fact. Cohnheim experimented 

by tying the artery and vein together; he also tied the artery 

alone, but found the results were practically identical. The 

readiness with which intestinal tissue breaks down when its 

blood supply is cut off has been especially demonstrated by 

Grawitz, who has shown how easily the necrosing intestinal 

walls become permeable for bacteria. Littcn also experimented 

extensively with animals, and called attention to the remark¬ 

able depression of the pulse, complete loss of appetite, frequent 

vomiting of blood with bloody stools, and the meteorism, which 

follow the application of ligatures to these vessels. 

Tangle and Harley, as well as Kalisch, have found that 

glycosuria often follows experimental ligation, especially when 

the ligature is placed upon the upper mesenteric artery. 

Meteorism, which is so pronounced a feature of these cases, is 

explained by Kader as due to the complete paralysis which 

follows such acute gastro- and enteromalacia. All the experi¬ 

ments of the different investigators tend to show that obstruc¬ 

tion to the circulation of the mesenteric artery is quickly fol- 
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lowed' by necrosis and infarct. Why the coeliac branches of 

the gastrohepatic, pancreaticoduodenal, gastroduodenal, and 
the gastro-epiploic do not better bear the burden thus imposed 

upon them, it is hard to understand. Cohnheim believed that 
the vessels of the intestines, like those of the kidney, have very 

little power of resistance, and on the contrary break down very 

easily and rapidly. As already remarked, the intestinal veins 

have no valves, and therefore carry, unassisted, the pressure 
of the portal system. 

While what I have said pertains largely to shutting off the 

blood supply of the entire intestinal tract, there are numerous 
recorded cases which show also that we may have involvement 

of some of the mesenteric branches rather than of the principal 

trunk, so that in some cases we get an annular necrosis of 
greater or less extent. When one in operating sees the intes¬ 
tine bleed as readily and freely as it usually does, he often fails 

to appreciate the fact that, in spite of the great vascularity of 
the parts, the anastomotic paths are long. 

Several cases arc on record of mesenteric occlusion fol¬ 

lowing thrombosis in the pulmonary veins. Again embolism 
may be, and in fact must be, followed by a thrombosis in the 

occluded artery, as well as later in the accompanying vein. 

Trouble of this kind is relatively much more frequent among 

some of the lower animals, especially the horse, and occurring 

in these animals is usually due to the presence of strongylus in 
the intestinal vessels. Here it produces an endarteritis; this 

leads to the formation of the so-called “ aneurisma vermino- 

sum,” whence may proceed numerous emboli. 

So soon as one of these vessels has become plugged there 

ensues a prompt contraction or anaemia of the gut; then follow 

venous stasis and loss of contractility. This may be evidenced 

by dilatation, so that at this time the appearance of the com¬ 

promised intestine may vary from well-marked anaemia to posi¬ 

tive gangrene. Such cases as those with which I began this 
paper indicate a process involving both the superior and infe¬ 

rior mesenteric vessels. The extent of the necrosis may also 

vary from a slight annular gangrene to such total gangrene 
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as that which I first described; even the colon, sigmoid, and 

rectum may suffer in some of these cases, while Harrington 

and others have described gangrene of the rectum, even in¬ 
cluding the anus and the sphincter, apparently resulting from 

similar lesions. (Boston Medical aud Surgical Journal, loc. 

cit.) 
My own cases were characterized by a large amount of 

fluid and bloody exudate, by gangrene of the parietal perito¬ 

neum, and by oedema of the subserous tissues, showing an 

intensity and extent of damage far beyond that with which I 

had become familiar in my reading, and which seemed to 111c 

remarkable. 

The intestinal contents in these cases are frequently 

bloody, sometimes almost pure blood. It is stated that some¬ 

times the lymph nodes do not seem to be implicated, the process 

having been apparently too rapid, Obviously, peritonitis will 
always complicate such a case, while the patient apparently 

dies of very acute toxaemia. 
Mesenteric thrombosis by itself has been carefully written 

up, among others, by Pilliet (Progres Medicate, 1890), who 

thinks that not every case is fatal; in other words, that cases 

occur and are followed by recovery, and that it is often an 

ascending process. Mesenteric thrombosis is known to have 

followed amputation of the lower extremities for gangrene of 

the leg, and for gangrene of both feet. It probably more often 

follows an atheromatous process in the vein walls, such, for 

example, as may occur in connection with nephritis. Cases 

have been reported by Osier and by Cbiene where the origin 

of the artery was involved in the wall of a small aneurism. 
That it may follow such lesions as intestinal ulceration, espe¬ 

cially of the tubercular variety, intestinal cancer, splenic infarct, 

etc., is well known. On the other hand, there is no sufficient 
explanation for the fact that it so rarely follows typhoid fevers. 

SYMPTOMS AND SIGNS. 

The more complete the occlusion of the mesenteric vessels, 

i.e., the more extensive the area suddenly deprived of blood 
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supply, the more sudden and more overwhelming will be the 

symptoms. Of these the most significant are as follows: 

(1) Sudden Onset.—In the most severe cases this can 

usually be recorded by the watch, since patients indicate nearly 

the exact moment at which they began to feel severe pain, 

while the other symptoms follow so quickly as to make it a 

sudden and overwhelming affection. 
(2) Intensity and Character of Pain.—This is sometimes 

paroxysmal, at others continuous. It is nearly always severe 

and often agonizing, and scarcely to be quieted by an ordinary 

opiate. Sometimes it is spoken of as intense colic; even mild 

degrees of the lesion are often accompanied by sufficient pain 

to present a prompt and very grave indication. On the other 

hand, rare instances are known in which the disease has run its 

course almost without pain, 
(3) Diarrhoea.—This is usually an early symptom, the 

evacuations being profuse, and bloody after a few hours if not 

at first. It is met with in from 30 to 40 per cent, of cases. 
(4) Obstructive Symptoms.—These are sometimes those 

of ileus, sometimes those of constipation, which may be fol¬ 

lowed by diarrhoea. 
(5) Vomiting.—Usually occurring early; the vomit 

being bloody or even after a few hours fcecal. 
(6) Rapid Pulse, which will be rarely less than no and 

may run as high as 130 or 140. 
(7) Subnormal Temperature, which, though not con¬ 

stant, may be an occasional symptom. 
(8) Metcorism, which begins early and becomes very 

marked. 
(9) Abdominal Rigidity.—This, with the previous symp¬ 

toms, prevents palpation or the discovery of anything which 

may ordinarily be made out by the sense of touch. These two 

symptoms constitute a most distressing and at the same time a 

most indicative feature, and by themselves indicate the gravity 

of the situation, while affording little or no opportunity for 

relief. 
(10) Later and to the above may be added, perhaps, evi- 
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dence of the presence of fluid in the peritoneal cavity. In con¬ 

nection with the symptoms stated above, this can only be re¬ 

garded as adding to the gravity of the situation. Yet a little 
later, although perhaps not much, will be added the features 

of complete collapse, delirium, etc., which precede death. 

When the inferior mesenteric artery is involved, it is said that 

tenesmus becomes a rather prominent characteristic, since the 

colon and rectum are partly supplied from this vessel. 
When mesenteric thrombosis or embolism are suspected, 

one should carefully search over the rest of the body for 
similar lesions elsewhere; it would add to the certainty of 

the diagnosis should these be discovered. Kiissmaul stated 

that pain about the navel indicates a lesion of the superior 
mesenteric artery, while when referred rather to the sacrum 
it means involvement of the inferior vessel. Litten believes 

that the so-called tea-ground stool indicates involvement of the 

upper vessel, while fresh blood in the stools is likely to come 

rather from the branches of the lower. Of course, a distinc¬ 

tion between occlusion of the artery and vein is most difficult 

to establish, and is practically impossible unless evidences of 

the embolic or thrombotic process be found elsewhere. And 

even upon autopsy the deeper parts may be so softened and 

disintegrated that the ordinary post-mortem evidences of one 

or the other may be lacking. 

DIFFERENTIAL DIAGNOSIS. 

The principal conditions from which mesenteric throm¬ 

bosis and embolism have to be distinguished may be catalogued 

as follows: 
(1) Perforating Ulcer of the Stomach and Duodenum.— 

It has been estimated that from 6 to 25 per cent, of gastric 

ulcers perforate. A previous history which may be interpreted 

as an indication of gastric ulcer will be of very great help in 

diagnosis, if obtained. It must be remembered that ulcers 

upon the anterior wall of the stomach give few, if any, symp¬ 

toms in at least many cases, and that in at least 10 per cent, of 
all cases no significant antecedent history is obtainable, even 
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from intelligent patients. Along with gastric ulcer may be 

also mentioned so-called phlegmonous gastritis, either general 

or localized, which in the latter form has also been described 

as abscess of the stomach. Of the former there are about fifty 
recorded cases. 

The symptoms of perforating ulcer are sudden, stabbing, 

overwhelming pain, usually referred to the epigastrium, and 
perhaps radiating rather widely. Ilamiatemesis occurs in per¬ 
haps 40 per cent, of the cases, while collapse and vomiting 

are well-nigh invariable accompaniments. Thirst in these cases 
is usually urgent and distressing. The abdomen first becomes 

rigid, then distended, and finally actually bulges. Should a 

patient rally from these first symptoms, they will be followed 

promptly by the ordinary signs and symptoms of peritonitis. 

(2) Acute Obstruction.—This will include not only the 

ordinary varieties of strangulated hernia, but more especially 
perhaps the rare forms, such as diaphragmatic hernia, that 

through the foramen of Winslow, etc. It will include also the 

other forms of obstruction which may be produced suddenly, 

and more especially those conditions included usually under 
the terms intussusception, volvulus, and ileus, while the condi¬ 

tion a few hours after onset may be essentially that first de¬ 
scribed. The onset itself is rarely so acute or sudden as in the 

mesenteric occlusion. 
(3) Pancreatitis.—This may very closely simulate mesen¬ 

teric occlusion; in fact, the symptoms would be nearly iden¬ 
tical, and the diagnosis of pancreatic disease would probably 

be made on the doctrine of the chances, if on no other ground. 

Whether of the haemorrhagic or the necrotic type, there would 
be little or 110 difference in the symptoms. But even in pan¬ 

creatic disease the onset is not likely to be quite so sudden. 

(4) Acute Splenic Infarct.—Acute necrosis of the spleen 

is known, and is usually due to sudden obstruction of the 

splenic vessels, corresponding to that of the mesenteric. Under 

these circumstances the spleen goes to pieces in very short time 
and the condition is practically always fatal. If if is to be 
distinguished from the other conditions already mentioned, it 
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will be largely by localization of pain, rigidity, and other 
features on the left side rather than in the central area of the 

abdomen. Should error arise, and this condition be detected 

instead of the other, it would be a less unpromising matter to 

remove the spleen than to attack an extensively necrosed bowel. 

(5) Acute Appendicitis.—This may occasionally present 
features which entitle it to be placed in this category. This is 

equally true of those very rare cases of inflammation involving 
Meckel’s diverticulum. In fact, all fulminating gangrenous 

appendicitis reproduces, in miniature, the far more extensive 
condition to which this paper is especially devoted. This tiny 

annex to the intestinal tract is especially often met with com¬ 
pletely dead and sloughing, and it may afford an illustration 

of what may happen to the entire bowel under similar but 

greatly exaggerated conditions. While it thus affords such an 

illustration, it is not often that between this condition and the 

greater one confusion will arise; but it is possible that, follow¬ 

ing gangrene of the appendix, there may be extensive necrosis 
of those portions of the bowel which come in contact with it, 

so that when the abdomen is open extensive areas of gangrene 

may be met with, Such was the case in an instance recorded 
by me in the first number of the Archives Internationales de 

Chirurgie, and which I would briefly epitomize as follows: 

A young man, sick four days, was brought to my clinic, a 
distance of some sixty miles, suffering acutely with all the usual 
symptoms of obstruction of the bowel. On arrival he was nearly 
collapsed and in quite unpromising condition. A greater resist¬ 
ance upon the right side of the abdomen than upon the left, accom¬ 
panied by what I can only describe as an almost " doughy” feeling 
under the finger, led me to open in the right semilunar line. The 
condition revealed by the incision was in brief this: there had 
been acute gangrenous appendicitis, and in consequence thereof 
all the adjoining convolutions or loops of small intestine had 
adhered together, thus walling off the scene of gangrenous ac¬ 
tivity, while their exposed surfaces had themselves become in¬ 
fected and were now necrotic. The caecum itself was also gan- 
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grcnous. It was now a question either of multiple resection, 
which was quite out of the question when the patient’s condition 
was considered, or of total resection of a great length of the 
affected bowel. The latter seemed the quicker procedure, while 
both of them seemed equally hopeless. Several inches of the 
caecum and ascending colon were then removed, with the lower 
portion of the small intestine, the bowel being divided just above 
the uppermost gangrenous area, all the intervening portion being 
completely removed. The upper end of the colon was completely 
closed as well as the lower end of the small bowel, and an anasto¬ 
mosis made with the Murphy button. The entire length of intes¬ 
tine thus removed was 265 centimetres (eight feet nine inches). 
To my astonishment, the patient recovered. There was faecal 
fistula for some weeks, which gradually diminished and finally 
closed, and the button was not passed for nearly three months; 
but the patient is to-day well and active, and apparently in nowise 
the sufferer because of loss of half of his bowel. 

I mention this case because I think it fits in very properly 
and lends an illustration of possible hope in a class of cases 

which, save for some such procedure, would be positively hope¬ 

less. I assembled from literature sixteen other cases besides 

my own, where over 200 centimetres of the bowel had been 
resected. Of the seventeen, fourteen recovered. It is singular 

that where from 100 to 200 centimetres have been removed 
nearly 30 per cent, of cases have proven fatal. 

This condition is worth alluding to again because it may 

happen, as in my case, that when one has opened the distended 

abdomen the first picture presented to his eye is one of wide¬ 

spread gangrene, for whose cause he must necessarily next seek 

in order that he may determine what next to do. 

(6) Acute Cholecystitis.—This, which may prove a ful¬ 

minating process, can usually be differentiated by a history of 
previous disease or gall-stone colic, and by the location of the 

tenderness and pain and the presence of a localized swelling. 

When present in its most acute form, it may lead to rapid 

necrosis. The gall-bladder dies sometimes as does the 

appendix. 
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(7) Ruptured Extra-uterine Pregnancy.—Within a little 

over a year it has happened to me to have three cases sent to my 

clinic for operation for appendicitis which proved to be rup¬ 

tured extra-uterine pregnancy, and in one of these the wide¬ 

spread character of the pain, the alarming degree of collapse, 

and the abdominal rigidity which promptly followed, brought 

about a condition of affairs which, at first, at least led to specu¬ 

lation and error in diagnosis. Doubt of this kind can usually 

be settled by obtaining a significant menstrual and pelvic bis¬ 

tory; but if, as in one of my cases, the patient is too collapsed 
to give any history, or in another too stupid to make her state¬ 

ments reliable, it will be seen that doubt will exist until the 

abdomen is opened. 
(8) Intrathoracic Lesions.—To your surprise, perhaps, I 

shall have to include here, among other conditions from which 

mesenteric thrombosis must be differentiated, certain intra¬ 

thoracic conditions which may be very misleading and at the 

same time very serious. For instance, I have been more than 

once called to operate for acute appendicitis because of refer¬ 

ence by the patient of his severe pain to the lower part of the 
abdomen, when a careful physical examination revealed a rap¬ 

idly developing pneumonia, and I have seen this when the 

pneumonia was on the left side. My own experience in this 

matter coincides with that at least of some of my surgical 

friends with whom I have compared notes on the subject. 

I may even mention one case of extreme interest which I saw 
with my colleague, Dr. Stockton, whose name is a guarantee of 
the carefulness with which the case was observed. The patient, 
an electrician, was taken late in the evening with an intense pain 
referred to the upper and left portion of the abdominal cavity. 
In addition to his pain, muscle spasm of that side became a promi¬ 
nent feature. There was a certain amount of nausea and vomit¬ 
ing, and everything pointed at first to an acute lesion somewhere 
in the upper abdomen, while the somewhat abnormal respiratory 
sounds made it seem possible that it might be a question even of 
strangulated diaphragmatic hernia. At the end of twenty-four 
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hours operation was advised, but temporarily declined by the 

patient, being delayed at least until the following morning in 

order to secure the presence of certain relatives. When morn¬ 

ing came the case showed unmistakable evidences of pneumonic 

consolidation, and the next day not only revealed it as a case of 

well-marked pneumonia, but this was later followed by rapid 

and extensive empyema which required operation, and following 

which he eventually recovered. 

I think it is well worth while to place such a case upon 

record because of its extreme instructiveness regarding an 
extremely complicated and difficult condition. 

While this is not a comprehensive list, and while almost 

any unquestionably serious condition within the abdomen may 

lead to error in diagnosis, it nevertheless comprises the prin¬ 
cipal conditions from which we must endeavor to differentiate 

the truly and originally gangrenous lesions. Nevertheless, 

while in no way making light of diagnosis and while encour¬ 
aging any and every attempt to perfect it, the fact remains that 

every one of these abdominal conditions mentioned calls for 

prompt surgical intervention, and, rather than waste hours of 

most valuable time in futile attempts at diagnosis, I would 

prefer to content myself with a recognition of the gravity of 

the existing lesion, of the uselessness of drugs, and of the 

urgent need for instant exploration. In these cases, perhaps 

more than in any others, the paramount indications for opera¬ 

tion are all present; the intense pain, the collapse, the abdomi¬ 

nal rigidity, which surely can be recognized within the hour 

when they occur, and which of themselves call for operation, 

without of necessity waiting for corroborative indications of 

vomiting of blood, metcorism, or other symptoms. 

The only recorded case known to me of mesenteric occlu¬ 

sion not proving fatal is that reported by Chiene (Edinburgh 

Journal of Anatomy and Physiology, 1868, iii, 65) as met 

with in the dissecting-room. Here the branches of the coeliac 

and mesenteric arteries were found filled with the injecting 

material, while their main trunks were completely occluded by 
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an old embolic process. The cccliac axis was changed into an 

old fibrous cord and both mesenteric arteries were obliterated. 

The blood evidently reached the mesenteric arteries through 

the left and middle colic vessels, while the cxtrapcritoncal ves¬ 

sels served for communication with the internal iliacs. 

We must, however, be perfectly fair to the subject, and 

acknowledge that even an early exploration in the cases such as 

I began with would be of no avail. These are, however, 

extreme cases, from which valuable lessons in pathology may 

be drawn, though no lessons pertaining to operative surgery. 

While these cases, then, were extreme in their type, there are 

nevertheless other serious cases where the gangrenous process 

is not so extensive, and where resection of intestine might be 

of possible avail, as in the case which I have above reported. 

There are moreover a sufficient number of cases of lesser de¬ 

gree of gangrene where operation has been of great service, 

and no better illustration of this can be afforded than instances 

reported by Boston surgeons like Elliot, Mixter, and others. 

Surely this is no place to go into the technique of opera¬ 

tions of this character; every such case must be a law unto 

itself. Among other things that the surgeon will have to 
decide, and promptly, will be the question of drainage, posterior 

as well as anterior, of irrigation, character of sutures, etc. But 

any man who is competent to deal with such a case may well 

be trusted to adapt his measures to his own case and its envi¬ 
ronment. 

In conclusion, I would like to make a general statement, 

and emphasize it, to this effect: That in the presence of sudden 

and acute symptoms, which include intense abdominal pain, 

collapse, and rigidity of abdominal walls, very little time should 

be wasted in speculation as to the character of the lesion. This 

triad of symptoms constitutes a reliable and exacting demand 

for abdominal section, followed by such suitable measures as 

the case may call for or permit. No such case as would be lost 

without an operation would be lost in consequence of it, while 

every such case must, without it, of necessity prove fatal. Of 

these cases, as of most others in the hands of competent men, 
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it should be said that they die in spile of operation, not because 

of it* 

* The following papers may be advantageously consulted in this con¬ 

nection : 
Talkc. Ucber Embolic und Thrombose der Mesentcrialgefasse, Bci- 

trage zur klin. Cltir., Band xxxviii, S. 743. 
Neutra. Ucber die Erkrankuttgen der Mesentcrialgefasse, etc., Ccn- 

trlblt. f. Grcnzgcbicte, Band v, S. 70s cl scq. 


